In this issue, the article by Hagaman and colleagues gave me pause and reason to consider improving my diet and exercise level to prevent myself from needing future care that does not effectively adhere to consensus guidelines. Their intervention, locally released guidelines, and robust educational outreach efforts have led to more patients being appropriately switched to oral antibiotics, which should reduce length of stay and related expenses. Under the surface, however, there is cause for concern that is endemic to current quality improvement efforts. Guideline awareness after the intervention was only 40%, and many of those who are aware of a guideline typically are not familiar enough with it to apply its recommendations.
It convinces me more than ever that physicians are the wrong messengers of the quality improvement movement. Patients are generally quite satisfied with physician care, but adherence to treatment guidelines is typically poor, with an average of 50% adherence to most outpatient recommendations. Guidelines can be provided and physicians can be educated, but the effects of these interventions wane over time.
As an internist, I could spend 100% of my time reading guidelines and not even get through all of the pertinent guidelines for the myriad conditions that I see each day. Even worse, guidelines do not always agree. Sure, there are other barriers to following guidelines, including "practice inertia" summarized in a sobering review of the topic by Cabana and colleagues in 1999. 1 An optimist might think that electronic medical records (EMRs) are the answer to improving health care quality, until one sizes up the herculean task of programming the on-screen reminders and the reality that doctors will become numb to reminders and alerts as their use escalates and patients still need to be out the door in less than 10 minutes. 2 More than ever, I am convinced that physicians are the wrong conduit for quality improvement; without powerful carrots (eg, pay for performance) or sticks (eg, penalties for not achieving quality benchmarks), these efforts will always have modest, if any, success. This may also be said for my own research, which focuses on prompting patients to ask their providers for processes of care (eg, to lower their systolic blood pressure to less than 140) that are supported by consensus guidelines. 3 One approach that may hold promise and may align the incentives for improving quality is using nonphysician health providers. There is ample evidence that nonphysicians can follow treatment algorithms to improve quality and to improve chronic disease management. On the inpatient side, prospective payments limit the return on investment of hiring nonphysicians. On the outpatient side, however, where many nonphysicians can bill for their services, this is much more of a possibility. There are, for example, already 100 000 nurse practitioners (NPs) who provide a wide range of patient care services and who can write prescriptions in 49 states. Physicians could hire the NPs, who would bill under the physician's name for managing a range of chronic medical conditions, especially those conditions for which quality is monitored by a Health Plan Employer Data and Information Set recommendation. This is commonly done in specialty outpatient practices to extend the abilities of specialists who can bill more for procedures than for seeing patients. The hiring physician would be able to benefit, without changing his or her own practice, from any "pay-for-performance" initiatives that increase physician compensation for patients who are getting better care, such as the Bridges to Excellence Program. 4 Such an approach also may help to address future problems with physician supply and declining numbers of medical school graduates choosing careers in primary care. 5, 6 Although this approach may require rethinking the role of primary care physicians like myself, the size of the "quality chasm" makes considering more aggressive, far-reaching interventions and strategies a must if high-quality, guidelineadherence care is to be the norm by the time I need it.
